In Poland we lack a multidisciplinary and coordinated system of care for people with dementia, which would take the form of an evidence-based pathway and the number of reports on the holistic approach to caring for people living with this diagnosis is very low. Aim of the study: The aim of the study was to investigate whether the Meeting Centres Support Programme (MCSP) is effective in meeting the needs of older people with dementia. Participants and methods: This was done by comparing the experiences of people with dementia themselves and that of their carers at baseline and at follow-up, after 6 months of participation in MCSP or Usual Care (UC). Results: The study included 47 people diagnosed with mild-to-moderate dementia (n=24, MCSP group; n=23, UC control group) and 42 informal carers (n=22, MCSP group; n=20, UC control group), all living in Wroclaw in Poland and involved in the European JPND-MEETINGDEM project. To assess cognitive functioning and severity of dementia, the Mini-Mental State Examination and Global Deterioration Scale were used. The needs were assessed using the Camberwell Assessment of Need for the Elderly. The most frequently reported unmet needs at baseline both by the persons with dementia and their carers included activities of daily living, psychological distress, and the need for company. Compared to the UC group the unmet needs were reduced considerably in the MCSP group providing convincing evidence that MCSP is effective in reducing unmet needs over a 6-month period. Conclusion: MCSP may be regarded as a good example of comprehensive post-diagnostic support for patients with mild-to-moderate dementia as well as their informal carers.
Introduction
The significance of identifying the manners of promoting cost-efficient interventions, which can support people living with dementia in continuation of their independent life for as long as possible, is emphasized by the foreseen increase in both the number and proportion of elderly people diagnosed with dementia over the next 40 years. Conducting studies on this particular group is of great significance as it makes it possible to concentrate on the specific needs of persons who potentially are in the middle of the transition process from using solely informal care to a combination of both formal and informal care. 1 Studies prove that there is a negative influence of cognitive impairment and dementia on the following aspects: dependency, institutionalization, mortality,
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Mazurek et al as well as functional and psychological status. 2 Huber et al 3 lately suggested a reformulation of the definition of health formulated by the WHO, according to which the definition shall move from the current static formulation (a state of complete physical, mental, and social well-being) toward a more dynamic definition, which is based on the ability to adapt and self-manage physically, mentally, and socially, resulting in more or less physical, mental, and social health. The added value of the concept of social health lies in several core features: it is an umbrella for an array of concepts reflecting human capacities to participate in social life, such as reciprocity and dignity, and resilience. 4, 5 It seems to be especially important for the treatment of neurodegenerative diseases, such as dementia, when pharmacotherapeutical treatment is very limited. 5 Needs assessment is the fundamental base for an effective social and health policy and the provision of needs-based interventions. Unmet needs can lead to a decreased quality of life and increased costs of care. 6 It is important to be aware of the subjective needs of people with dementia and those of the informal carers and to meet them to improve their quality of life and to provide more appropriate person-centered care and support. 7 Several systematic reviews demonstrate that the general mental health of people with dementia and carers can be improved by combined support programs and that admission to long-term care and institutionalization may be delayed. [8] [9] [10] In Poland, there is a lack of a multidisciplinary, coordinated system of care for people with dementia in the form of an evidence-based structured pathway. 11 The post-diagnostic support is very limited. There are no services to support carers emotionally, socially, or practically during the dementia journey. As a result, many people have unmet needs, especially socially and psychologically. 9, [11] [12] [13] This paper aims to present the results of a study conducted in the context of the MEETINGDEM project. This was a European Joint Programme Neurodegenerative Diseases Research funded project (2014-2017) aimed at adaptively implementing and evaluating the innovative Meeting Centres Support Programme (MCSP) for community-dwelling people with dementia and their carers in three European countries, that is, Poland, Italy, and the UK.
9, 14 The aim of the present study was to answer the question whether MCSP is effective in meeting the needs of older people with dementia in Poland. In addition, we explored and compared experienced unmet needs by people diagnosed with dementia and by their carers.
The MCSP
The concept of MCSP was developed 25 years ago in the Netherlands in collaboration with people living with dementia as well as their carers. 15 The basis for MCSP is the theoretical framework of the Adaptation-Coping model according to which people with dementia and their informal caregivers need to cope with adaptive tasks, for example, dealing with disabilities, remaining social relationships, and maintaining an emotional balance and positive self-image. 15, 16 MCSP operates on the borders of social care, welfare, and health. Depending on the individual adaptation challenges and needs that people experience, the support focuses on (re-)activation, (re-)socialization, and/or improvement of the emotional functioning of the person with dementia, and information and practical, emotional, and social support for their informal carers. 9, 11, 17 The MCSP is person-centered, that is, attuned to individual complex needs, abilities, and wishes, and focuses on helping people deal with the changes dementia brings to their life and supports them in living well with dementia. The Meeting Centre (MC) supports about 15 people with dementia plus their families in easily accessible community locations. The program integrates several support activities including cognitive stimulation, activity groups, music therapy, psychomotor therapy, family support groups, psychoeducation, and counseling. MCSP was shown to be effective for people with dementia and their carers in research and/or practice. 9 There is a social club organized for the people with dementia (3 times per week). In the club people in question can take part in recreational activities and psychomotor therapy. As far as carers are concerned, there are psychoeducational meetings and discussion groups to participate in. Both groups can avail themselves of social activities, a weekly consultation hour and regular "center meetings" during which all participants, staff, as well as volunteers can share their experiences. The coordination of care services at home is also supported by the staff. 9 The program is offered in accessible locations that facilitate social inclusiveness and community integration and promoting social participation. 18, 19 This makes them more attractive than institutional day care and makes it easier for people to use support from an early stage of the disease. Examples of activities that have developed in the centers spontaneously include playing billiards and having a drink with visitors at the coffee bar, painting together, and interacting with other generational groups using the same community facilities. In addition, family carers participate in activities in the community center. 9 According to the conducted studies on the effectiveness of MCSP, compared to those using traditional day care after 7 months of participation in MCSP, people with dementia showed fewer behavioral and mood problems (less inactivity, unsocial and depressed behavior, and a higher self-esteem) and nursing home admission was delayed. 15, 18 People with dementia reported noticeable improvements regarding their self-esteem, as well as positive effect and the feeling of belonging after the period of 7 months of attending the MCs. There was a correlation noticed between increased levels of attendance and a significant reduction in symptoms of distressing behavior and greater feelings of support. 15 This is the first study that focuses on the effectiveness of MCSP on unmet needs.
Method Design
A pre/post-test control group design was used for comparing outcomes for people with dementia and family carers attending the MCSP or a Usual Care (UC) at two time points, at baseline and after 6 months.
The study was approved by the Bioethical Commission at the Wroclaw Medical University (No KB-487/2015). This study was conducted in accordance with the Declaration of Helsinki.
Participants and setting
The main target group for the MCSP group were people with mild-to-moderately severe dementia, living at home, and having a carer prepared to participate as well. Exclusion criteria for the study were 1) severe dementia, 2) blind/deaf, 3) severe impairment in communication, 4) inability to give informed consent or assent in line with their level of cognitive abilities, 5) behavior disorders: severe aggression, behavior disturbing group work, lack of control or impulsive behavior, 6) physical disability preventing moving independently, 7) somatic ailments requiring pharmacologic stabilization, for example, poorly controlled diabetes, arterial hypertension. A sample of older people, over 65 years of age, of both sexes and diagnosed with dementia, with cognitive impairments confirmed by the Mini-Mental State Examination (MMSE) scores, and their informal carers were recruited for the study. The pilot MCSP was successfully implemented in two MCs in Wroclaw in Poland following a 12-month period of collaborative community engagement and preparatory work according to the Dutch stepwise implementation procedure. 11, 17 UC is the standard care provided in Poland. Since MCSP was introduced majority of people with dementia used outpatient clinic service with control medical visits every 3-4 months. In the presented study, persons with dementia from the UC group were admitted to general psychiatric day wards (Psychogeriatric Day Care units) for 3-4 months stay.
They all had an informal carer. Number of research participants is shown in Figure 1 .
Procedure
The well-trained researcher provided all participants with the information about the study and asked them if they were willing to participate. Elderly people with dementia, who were subsequently admitted to the Department of Psychiatry in Wroclaw, were included in the study. Persons, who agreed to participate in the program, were included in the MCSP group. All the necessary measures to safeguard participants' anonymity and confidentiality of information were thoroughly followed. All participants gave their written consent for participation. Measures were taken at pretest (within the first month of starting to attend the MCs) and again after 6 months. People with dementia and their carers were interviewed during separate sessions. Each session took up to 2 hours (at baseline and at follow-up). Over time the following changes that could have influenced the results were recorded: illness, physical disability, significant changes in medication, as well as availing oneself of other types of support. There were also the reasons for dropout and life events noticed.
Instruments
Data of participants were collected via standardized clinical interviews that were performed by the trained staff. Background information on age, gender, education level, marital status, and relationship to the informal carer was collected for all participants.
To establish the severity of cognitive impairments and dementia, the MMSE 20 and the Global Deterioration Scale (GDS) 21 were administered, respectively. The MMSE contains 30 questions, which make a quantitative assessment of the cognitive function possible. The purpose of the MMSE is to test such skills as orientation to time and place, memory, attention and calculation, recall, naming objects, comprehension, reading, writing, and drawing. The person may maximally score 30 points. A result ,24 points shall be regarded as cognitive impairment and it warrants further tests. The result of the test depends both on age and level of education (corrected result). In this study, the final MMSE score has been corrected by age and educational level.
The GDS makes it possible to assess the stages and severity of clinical dementia. There are seven stages distinguished: 1 -no cognitive decline, 2 -very mild cognitive decline, 3 -mild cognitive decline, 4 -moderate cognitive decline (mild dementia), 5 -moderately severe cognitive decline (moderate dementia), 6 -severe cognitive decline (moderately severe dementia), and 7 -very severe cognitive decline (severe dementia).
For the needs assessment, the Camberwell Assessment of Need for the Elderly (CANE) was used, published by Reynolds et al in 2000, 22 and translated into Polish by Rymaszewska et al in 2008, showing good content, construct, and criterion validity. 23 The CANE is the first tool designed to assess a wide range of needs of older people and can be used in persons who are mentally ill, and who reside in health and social care centers and in primary care facilities. Twenty-four needs areas are covered. With this instrument, needs are identified as being absent (score 0), met (score 1), or unmet (score 2). Each area is divided into five sections. The CANE assesses the physical needs (physical health, drugs, mobility/falls, self-care, incontinence, and eyesight/ hearing/communication), psychological needs (behavior, psychotic symptoms, alcohol, accidental and deliberate selfharm, psychological distress and memory), environmental needs (managing money, household activities, caring for another, and money), and social needs (company, intimate relationship, daytime activities, information on condition and abuse/neglect). In addition, formal (local stationary and semi-stationary health care or social care) and informal (family, friends, neighbors) care of the person is inventoried. The evaluation of the needs may be conducted by the following persons: elderly person themselves, interviewers/ researchers, health care professionals (eg, a physician or nurse), and the informal carers. Later on, these evaluations are compared. In this study, the person with dementia and the informal carer completed the CANE. In these analyses, we considered these two perspectives to make the best use of the available information.
Follow-up data were collected using the same measures 6 months after the baseline data collection point.
Data analysis
The differences in needs at baseline and follow-up in the research (MCSP) and control groups (UC) were tested by the Wilcoxon test. The analysis of the impact of the interventions (MCSP/UC) on the changes in needs (total, met, and unmet) was made with the use of generalized mixed models, taking into account differences in background characteristics between the MCSP and control group. The statistical analyses were carried out using the R statistical package (version 3.4.1). 24 All tests were conducted two-sided with a statistical significance level alpha of 0.05.
Results

Characteristics of participant samples
The data were collected from 24 participants with dementia in the MCSP group and 23 in the UC group, with mean age MCSP: 78.0 years (±5.6) and UC: 78.4 (±7.9). Also, 22 carers in the MCSP group and 20 in the UC group were interviewed.
The average MMSE score of participants with dementia in the MCSP group was 20.81 (±3.69, range: 13-27) and in the UC group 21.13 (±3.12, range: 13-26), while the average GDS score in the MCSP group was 3.73 (±1.03, range: 2-5) and in the UC group 3.43 (±1.28, range: 1-5), which indicates mild-to-moderate dementia. Despite the education level between people with dementia groups, no significant difference between the groups was found. Detailed sociodemographic and clinical data of participants diagnosed with dementia and their carers are presented in Table 1 .
needs and perceived support change between baseline and follow-up within and between groups At baseline in people with dementia opinions, there were no statistically significant differences between MCSP and UC groups in the assessment of total (P=0.77), met (P=0.38), and unmet (P=0.86) needs. Similarly, in the opinion of carers: total (P=0.88), met (P=0.66), and unmet (P=0.77) needs. At baseline, people with dementia from both groups reported the same level of informal support (P=0.20), but there was a significant difference in perceived formal support between MCSP and UC groups (P,0.01): participant from UC group reported higher level of this form of support ( Table 2) .
Multivariate general linear model analysis -people with dementia
Based on the multivariate general linear model with interaction between time and group, changes in experienced needs by people with dementia were observed ( Table 2 Average needs (met and unmet) and the level of support from the people with dementia (MCsP: n=24; UC: n=23) and their carers (MCsP: n=22; UC: n=20) perspective at baseline and follow-up (after 6 months) 
Differences between groups
While comparing the differences in the number of total, met, and unmet needs reported between people with dementia and their carers at baseline, it was proven that both in the MCSP and UC groups people with dementia report significantly fewer problems (P,0.001) than carers. A similar observation concerned formal and informal support (P,0.001).
Unmet needs areas change
At baseline, people with dementia reported most frequently unmet needs in the domains of daytime activities (MCSP 37.5% and UC 30%), psychological distress (MCSP 29.2% and UC 30.4%), company (MCSP 25% and UC 30.4%), and memory (MCSP 20.8% and UC 17.4%), as shown in Table 5 . The caregivers reported unmet needs more frequently than people with dementia, but the needs were in the same domains: daytime activities (MCSP 72.7% and UC 55%), company (MCSP 54.5% and UC 55%), psychological distress (MCSP 45.5% and UC 45%), and memory (MCSP 36.4% and UC 30%). Table 5 shows also how unmet needs changed at followup for each of the CANE items. The four most common unmet needs in older people with dementia (daytime activities, psychological distress, company, and memory) were reduced by between 37.5% and 20.8% at follow-up in the intervention group. In the control group, an increase between 0% and 4.4% in these unmet needs were found, except for the psychological distress-related unmet needs, which increased from 30.3% at baseline to 45% at follow-up.
The differences in percentage values presented in Table 5 result from the fact that not all participants answered all questions on the CANE areas.
Discussion
As far as we know, this is the first study that investigated the (un)met needs of people with mild-to-moderate dementia and their carers before and after implementation of the psychosocial intervention called MCSP in Poland.
The presented study results highlight that based on the opinions of people with dementia and informal carers the unmet needs were reduced considerably in the participants attending the MCs compared to those receiving UC, providing evidence that the participants from the new form of support, MCSP, could be benefited from it with regard to fulfilling unmet needs within an intervention period of only 6 months. Moreover, an increase in formal support both reported by the persons with dementia and their carers was found to a much greater extent in the MCSP, than in the UC groups.
All the studies conducted so far have proven that the provision of care significantly influences the life of a carer to a large extent. This impact includes also the carer's health since they might suffer from depression and physical illness, and also experience lower quality of life. 25 There is also an increased risk among informal carers of people living with dementia of feeling socially isolated as well as financially Table 5 number of people with dementia (MCsP: n=24; UC: n=23) and carers (MCsP: n=22; UC: n=20) that reported unmet needs for each of the CAne areas at baseline and follow-up (after 6 months)
Unmet needs
Baseline ( (5) 1 (5) 1 (4.5) burdened. This is especially true for carers who cohabit with the person with dementia since informal carers typically provide them with many hours of care, the number of which frequently increase as the disease progresses. The results of our study indicate that MCSP not only reduces unmet needs of older people with dementia but also, and what is equally important, provides professional formal care during daytime, which makes it possible to relieve informal carers from their burdensome care task.
In terms of needs assessment, there are often discrepancies in perspectives of different assessors. As shown in this study, typically, community-dwelling people with dementia report a significantly lower number of (unmet) needs than their informal carers. [26] [27] [28] The causes of such discrepancy could be as follows: being unaware of difficulties, lacking knowledge regarding the existence of services, barriers to accessing them, and unsatisfactory service offerings. It may be also explained by the willingness to stay autonomous, which is a feeling that makes a person trivialize the assessment of their needs. 1 Moreover, due to the fact that the person with dementia and the carer often differ in their perspective, there may be many disagreements about the decision-making process that concerns the acceptance of care. Helping people with dementia at an early stage of the disease to gain insight into their needs could help them seek support earlier, but also to develop adaptive coping strategies.
In this study, the domains in which unmet needs most frequently occurred in both participants with dementia MCSP and UC groups are in line with those reported by previous studies into community-dwelling persons 1, 12, 27, 29 : psychological distress, daytime activities, memory, and company (psychological and social needs). All the areas of reported unmet needs were almost completely reduced in the MCSP group after the applied intervention, both in the opinion of people with dementia and their carers. In the UC control group, the needs level in these areas did not change at follow-up.
The MCSP may, therefore, be seen as a good example of an integrated post-diagnostic psychosocial support for people with mild-to-moderate dementia and their carers. The MCSP might constitute an important part of the post-diagnostic support process, which makes it possible to intervene in a timely manner and to improve the access of people with dementia and dwelling in the community together with their carers to the support and care that is available for them.
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Limitations
There were a few limitations to the study concerning the assessment of the influence of the intervention on people diagnosed with dementia. There was no random allocation to the intervention and the research groups were small. The assessors were aware of the intervention the participants were provided with. The study was limited to the participants of one center, which may not fully reflect the range of needs and the scope of support in other regions or cities in Poland, particularly in smaller towns and rural areas. There were certain limitations to the comparison of our findings with the findings of other authors, which were the result of the differences relating to the choice of the study group.
It cannot be ruled out that the assessment of unmet needs among people with dementia has been biased. Such bias could have been related to such issues as reduced level of attention, concentration, as well as reduced cognitive functions that could make the patient unable to provide information. To address this concern, people with severe dementia were excluded from the analyses. On the other hand, exclusion of individuals with symptoms of severe dementia may potentially influence the results because needs may be expressed differently by subjects with more advanced stages of the condition. In addition, response bias, which is the unconscious influence of the respondent on the anamnesis and the obtained results, cannot be excluded.
Conclusion and future directions
Meeting physical needs alone is not sufficient to maintain the quality of life of people living with dementia and their carers. It is essential to take a holistic view of the individual and their environment to adequately assess the support needed. These results indicate that the intervention of the MCSP reduced unmet needs after 6 months of participation in the program. Overall, unmet needs reduced in the MCSP group, particularly in the four areas of psychological distress, daytime activities, company, and memory, than in the UC group.
The findings of this study highlight also the importance of a comprehensive needs assessment in community-dwelling elderly people with dementia.
Further dissemination of MCs in Poland may have a multiple impact both on meeting people with dementia's complex needs and on the structure of dementia services.
Further studies of a longitudinal nature and consideration of different perspectives on all areas of CANE needs should focus on a larger group of elderly people with dementia. The other area of investigation could be patterns of needs that remain unmet in elderly people who have been diagnosed with cognitive impairment and dementia. In this way, significant domains of unmet needs, as well as factors that impact the occurrence of unmet needs, may be identified in a reliable and supportive manner.
